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symptomatic individuals are not always
impaired (4). These findings, however,
are from populations exposed to events
that are less pervasive and traumatic
than war. A better understanding of the
longitudinal and developmental effects
of exposure to war would improve the
ability to target interventions to those
individuals most in need, when they
need it. Optimally meeting exposed indi-
viduals’ MH needs requires careful con-
sideration of when and how to best
commit resources, and in some cases
may require policymakers to weigh the
pros and cons of acute interventions to
address the most pressing needs vs.
longer term strategies to address the
broad range of persistent and impairing
MH problems that may result from
exposure to war. 

How should we choose and imple-
ment effective interventions? Further
work is needed to develop and deliver
interventions that best address the MH
needs of individuals exposed to war.
Expert consensus groups have recom-
mended core elements that should exist
in these MH interventions (5). These
include addressing the individual’s
trauma in the context of his family,
community, and society (6), addressing
cultural influences on exposed individ-
uals experiences (7), and realizing that
the appropriate interventions in the
context of ongoing conflict and its
immediate aftermath may differ from
those in subsequent periods (5). While
there is an increasing evidence base of
effective interventions for traumatized
individuals (8), there remains a paucity
of empirical data to guide clinicians
and policymakers with respect to the
optimal content of interventions to be
provided to individuals exposed to war. 

How and where should MH services
be provided if the health care system
has been degraded? Clinicians and
policymakers must consider how best
to meet the MH needs of individuals
within the environment that exists in a
post-conflict community. This may be
especially challenging since the capaci-
ty for MH care is often degraded during
conflict (9), and in many conflict rid-
den or impoverished countries the sys-
tem for providing MH care was often

limited prior to war. 
We have made tremendous progress

in our understanding of the psycholog-
ical impact of war on exposed individu-
als. The challenge of the coming
decades is enhancing our ability to
make more informed decisions about
how to best address the psychological
needs of these individuals.

References

1. Dobbins J, McGinn JG, Crane K et al.
America’s role in nation-building: from
Germany to Iraq. Santa Monica: Rand
Corporation, 2003.

2. Galea S, Vlahov D, Resnick H et al. Trends
of probable post-traumatic stress disorder
in New York City after the September 11
terrorist attacks. Am J Epidemiol 2003;
158:514-24.

3. Silver RC, Holman EA, McIntosh DN et
al. Nationwide longitudinal study of psy-
chological responses to September 11.
JAMA 2002;288:1235-44.

4. Shalev AY, Tuval-Mashiach R, Hadar H.

Posttraumatic stress disorder as a result of
mass trauma. J Clin Psychiatry 2004;65
(Suppl. 1):4-10.

5. Eisenman D, Weine S, Green B et al. The
ISTSS/RAND guidelines on mental health
training of primary care providers for trau-
ma exposed populations in conflict-affected
countries. J Traum Serv (in press). 

6. Fairbank JA, Friedman MJ, de Jong J et al.
Intervention options for society, communi-
ties, families, and individuals. In: Green
BL, Friedman MJ, de Jong J et al (eds).
Trauma interventions in war and peace:
prevention, practice, and policy. New
York: Kluwer/Plenum, 2003:57-72.

7. Green BL. Traumatic stress and its conse-
quences. In: Green BL, Friedman MJ, de
Jong J et al (eds). Trauma interventions in
war and peace: prevention, practice, and
policy. New York: Kluwer/Plenum, 2003:
17-32.

8. Ursano RJ, Bell C, Eth S et al. Practice
guideline for the treatment of patients with
acute stress disorder and posttraumatic
stress disorder. Am J Psychiatry 2004;
161(Suppl.):3-31.

9. Jones SG, Hilborne LH, Anthony CR et al.
Securing health: lessons from nation-
building missions. Santa Monica: Rand
Corporation (in press).

Terrorism and its effects
on mental health
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“Thou shall not kill”, yet wars remain
conspicuously present in the world
map, as noted by Murthy and Lakshmi-
narayana in their paper. Obviously, nei-
ther it is death the sole result of wars –
psychiatric morbidity and disability are
among the many outcomes of armed
conflicts – nor the victims are confined
to the military. Civilians, who are not
spared the horrors of wars, are the
prime targets of the horrors of terror-
ism. Indeed, terrorism is a hostile activ-
ity that is primarily aimed at civilians,
with the purpose of advancing a specif-
ic agenda, political or other. Sadly, ter-
rorist attacks, more than wars, are now
claiming visibility in the news headlines
in most regions of the world.

Mental health researchers are explor-

ing the effects of terrorism on the indi-
vidual and on communities. While
some highlight the psychopathological
effects of terror (1), others focus on the
human suffering, which is not synony-
mous of psychiatric morbidity (2), and
on community and cultural factors that
enable withstanding the stressful event
(3). This conflict between two polar
approaches (2) has yet to be bridged.
While open, the conflict grants the ben-
efit of neither leading to conclude too
prematurely that direct or indirect psy-
chiatric action is to be ruled out, nor
that the sole target of the interventions
is the individual. A balanced approach
may be advisable. The World Health
Organization (WHO) has issued guide-
lines for action during emergencies
which seem to endorse such a stand (4).

The fact that “someone experiences
or witnesses an act of violence” does not
mean that he or she “will inevitably
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the appropriate interventions in the
context of ongoing conflict and its
immediate aftermath may differ from
those in subsequent periods (5). While
there is an increasing evidence base of
effective interventions for traumatized
individuals (8), there remains a paucity
of empirical data to guide clinicians
and policymakers with respect to the
optimal content of interventions to be
provided to individuals exposed to war.
How and where should MH services
be provided if the health care system
has been degraded? Clinicians and
policymakers must consider how best
to meet the MH needs of individuals
within the environment that exists in a
post-conflict community. This may be
especially challenging since the capacity
for MH care is often degraded during
conflict (9), and in many conflict ridden
or impoverished countries the system
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develop psychiatric morbidity” (5). After
the September 11, 2001 attacks in New
York City, it was noted that “in the after-
math of terrorist attacks, many Ameri-
cans... regarded their distress as a ‘nor-
mal’ reaction” rather than “a disorder
needing [psychiatric] care” (6). Bleich et
al (7), in a survey conducted during
intense terrorist attacks in Israel, found
that post-traumatic stress disorder (PTSD)
rates were unexpectedly low, 5.3%,
although threats and losses were sus-
tained by the population country-wide.
An investigation on the use of services in
Jerusalem during a period in which ter-
rorism escalated, 2000-2004, found that
city residents did not favor consultation
with free and highly accessible psychi-
atric services, but instead turned to the
general practitioners and the national
telephone hotline for support (8). 

What the currently available evidence
seems to suggest is that it takes more
than the agent (e.g., threat to life) to pro-
voke psychopathology. Indeed, the role
of the environment is of importance, a
component of the epidemiological trian-
gle that has been neglected by a greater
focus on host-related factors (e.g., gen-
der or age of the victim). Solomon and
Laufer’s study on adolescents (9), and
those by Shalev et al (10), Kaplan et al
(11) and Billig et al (12) on adults, have
identified a group of factors, including
religious beliefs, ideological commit-
ment and social capital, that have pro-
tected communities which were highly
exposed to terrorist attacks causing loss
of dear ones, physical injuries and prop-
erty damage. On the other hand, it is not
redundant to notice that “Ideology and
religious commitment also have a dark-
er side. ...The most centered you become
in your group, the less you are open to
other ideologies or religious ideas. Thus
ideology and religion may be used as a
healing power, but also as a weapon.
This is especially true in our [Middle
East] region.” (13). 

Murthy and Lakshminarayana’s
paper leaves us partially hopeful that,
by advancing research on the mental
health effects of war-related activities,
psychiatrists are joining the call by
WHO member states to devise means
to repair the psychopathological dam-

age sustained by victimized popula-
tions. However, there may be other
tasks for our field. Even at the risk of
raising idealistic initiatives that skeptics
would prefer to dismiss, one wonders
whether what Murthy and Lakshmi-
narayana have proposed is all what
psychiatrists could do. There are many
other possibilities open for psychia-
trists who by the nature of their profes-
sion walk the path of health and peace
rather than of war. Psychiatrists and
other mental health professionals from
countries in conflict may engage in col-
laboration in a number of endeavors
(e.g., teaching, exchange of experiences
in program development and services,
communication), while they are active-
ly, stubbornly and continuously sup-
ported by WPA. Importantly, their
efforts may contribute to make their
societies even more keenly aware that
in armed confrontations no one is a
winner but that everyone is a victim.
The model of collaboration in the
Balkans, where mental health is a
bridge to reconciliation within the
framework of the “Stability Pact”, is a
concrete example of what could be
achieved when a unifying language is
spoken, and when such an effort is but-
tressed by committed support from
sources that are not part of the conflict.
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The dire consequences of war, par-
ticularly for the civilian population, are
only too well brought out by the survey

of the psychological consequences of
current conflicts by Murthy and Laksh-
minarayana. The nature and type of the
man-made disaster called war has been
changing in recent times. From direct
fighting between countries for territory
or conquest of land and world wars
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